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Anotable proportion of youthswho are involved in the juve-nile justice system have signif-
icant mental health needs (1,2). A
project funded by the National Insti-
tute of Mental Health found that 66
percent of such youths had a diagnos-
able psychiatric condition and that
about 15 percent could be described
as having a major mental illness, such
as a major depressive episode or psy-
chosis (3). After substance-related
and conduct disorders, both of which
involve delinquent behavior, forms of
depressive disorders were the next
most common psychiatric disorders.
With an estimated 2.5 million youths
arrested each year (4), the number of
youths with psychiatric needs in the
juvenile justice system is substantial.
Although the high level of mental
health need among detained youths
has been substantiated, less is known
about effective strategies for ad-
dressing these needs (5). The best-
known evidence-based practice for
juvenile offenders is multisystemic
treatment (6–8). However, this treat-
ment is intensive and expensive and
has focused on youths with disrup-
tive behavioral disorders rather than
those with serious mental illness.
Other approaches include mental
health courts (9) and wraparound
approaches consistent with system-
of-care philosophy (10–12). 
On the basis of the U.S. Surgeon
General’s conference report (13),
there is some reason for optimism that
traditional mental health interventions
of psychotherapy and medication
management are likely to be effective
with youths who have depression and
psychosis. In some cases, juvenile jus-
tice is the first agency to become in-
volved with the youth; in other cases,
previous failures of community-based
treatment, often reportedly due to
youth and family noncompliance, are
associated with delinquency (14–16).  
These data suggest that if youths in
detention were identified as having
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Objective: To address the mental health needs of youths who are arrest-
ed and detained in Illinois, an initiative was designed and implemented
that identified youths with psychotic or affective disorders, linked them
to community services, and monitored their cases. This study assessed
whether such linkage is possible and whether it improves clinical and
forensic outcomes. Methods: Under the initiative, court staff refer youths
who may have a mental illness to a clinical liaison. If the youth is eligible
for the program, the liaison works with the family to develop a commu-
nity-based action plan. For the analysis presented here, the Child and
Adolescent Needs and Strengths–Mental Health Scale (CANS-MH) and
the Child and Adolescent Functional Assessment Scale (CAFAS) were
used to assess outcomes among 314 youths who had completed the pro-
gram at the time of the study. School and forensic outcomes were also
monitored. Results: Seventy-five percent of the youths were successfully
linked to at least one mental health or community service. A comparison
of average CANS-MH dimension scores at enrollment and program com-
pletion indicated that youths’ emotional problems decreased consider-
ably within three months of referral. CAFAS scores six months after en-
rollment improved across nearly all dimensions. Home, community, and
school functioning were significantly improved from baseline. Only 42
percent of the youths were rearrested, compared with a statewide rate
of 72 percent of detained youths. Conclusions: By linking youths with sig-
nificant mental health needs to existing community-based services, it ap-
pears possible both to ameliorate psychopathology and to reduce delin-
quency. (Psychiatric Services 54:1629–1634, 2003)
an affective or psychotic disorder, ef-
fective linkage with existing mental
health treatment providers will prove
clinically effective, possibly prevent-
ing further delinquency. This was the
thinking behind the development of
the Mental Health Juvenile Justice
(MHJJ) initiative in Illinois.  
In this article we present evaluation
data from the MHJJ initiative to ad-
dress the following four questions.
First, can youths with affective or psy-
chotic disorders who are in juvenile
detention centers be identified and
recruited for mental health treat-
ment? Second, can these youths be ef-
fectively linked to community-based
treatment? Third, does this linkage
result in an improvement in these
youths’ mental health? Finally, do
these youths become less likely to be
rearrested or detained in the future?
Methods
Program background and design
The MHJJ initiative was started by the
division of mental health of the Illinois
Department of Human Services in
seven counties in March 2000. Eligi-
bility is determined by the presence of
either a psychotic disorder or an affec-
tive disorder. Juveniles with disruptive
behavior disorders are excluded un-
less these disorders are comorbid with
psychotic or affective disorders. In
2001 MHJJ was expanded to all coun-
ties with detention centers and one
county that recently closed its deten-
tion center, for a total of 16 detention
centers located throughout the state.
The program design has court
staff—for example, judges, attorneys,
probation officers, and detention cen-
ter staff—referring a youth who may
have a mental illness to the MHJJ
clinical liaison. A simple yes-or-no in-
strument developed by the evaluation
team was provided to help court staff
decide whether to make a referral.
However, some court staff used exist-
ing strategies—for example, intake
assessments and observations.
Once a youth is referred to MHJJ,
the liaison contacts the youth’s par-
ents for permission to screen the
youth and communicate with the
court about MHJJ involvement. If
permission is granted, the liaison
meets with the youth and assesses
him or her for the presence of an af-
fective or psychotic disorder on the
basis of DSM-IV criteria (17). If the
youth is eligible, the liaison works
with the family to develop a commu-
nity-based action plan. The plan is
wraparound in design, including indi-
vidualized services that address the
youth’s needs and strengths. Once
services are identified, the liaison
arranges funding. If the services are
not covered by private or public fund-
ing, the liaison has access to a flexible
fund as a supplement. The liaison’s
involvement is intended to be for up
to six months, although the services to
which the youth is linked would be
expected to continue after the liai-
son’s involvement.  
The liaison does not function as an
agent of the court but does inform the
court that there is a youth in deten-
tion with a major mental illness who
has certain needs and that these
needs can be met by specific services
in the community. Should the court
decide to release the youth to the
community, the liaison works with the
family to establish linkages with the
community providers. The liaison is
not to interfere in the court case re-
garding the youth’s guilt, innocence,
fitness, or sanity. Also, the liaison does
not provide direct treatment.  
Evaluation design
The evaluation design involved an
outcomes management approach to
support the operations of the pro-
gram at each site. As noted, a brief
screening measure was created to
help court staff identify potential re-
ferrals to the program. The liaisons
used the Childhood Severity of Psy-
chiatric Illness (CSPI) to assess eligi-
bility (18,19). The CSPI, although not
a diagnostic tool, is designed to be
consistent with psychiatric diagnoses
and is familiar to many of the Illinois
providers (20). All liaisons were
trained to a reliability of above .80.
Once a youth is determined to be eli-
gible, the provider completes the
Child and Adolescent Needs and
Strengths–Mental Health Scale
(CANS-MH) (21,22). The CANS-
MH is a service-planning tool that al-
lows for assessing outcomes. The
CANS-MH is completed for youths at
enrollment, at three months, and at
six months. Finally, providers com-
pleted the Child and Adolescent
Functional Assessment Scale (CAFAS)
(23,24) at initiation and termination
of services.  
Providers also complete monthly
reports on services provided, school
attendance and suspensions, and new
arrests and detentions for all open
cases. An annual audit methodology
(25) was used to monitor reliability of
the CANS-MH. Audit reliability
measures averaged around .80.
Results
Description of participants
Most of the 314 youths in this sample
were male (214 youths, or 68 per-
cent), and their age range was ten to
17 years. A majority were aged 14 to
16 years (251 youths, or 80 percent).
More than half were white (179
youths, or 57 percent), slightly more
than one-third were African Ameri-
can (108 youths, or 34 percent), and
16 (5 percent) were Hispanic. Most
(261 youths, or 83 percent) were liv-
ing at home with their biological par-
ents at the time they were arrested.
Youths who were in state custody
were not eligible for the MHJJ initia-
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tive. Most of the youths in the sample
were enrolled in school at the time of
arrest (252 youths or 80 percent), but
only 142 (45 percent) were classified
as special-education students. A ma-
jority (238 youths, or 76 percent) had
received mental health treatment be-
fore their contact with an MHJJ liai-
son, and 84 (27 percent) had previ-
ously received treatment for sub-
stance abuse.
Diagnoses were provided by the li-
aison on the basis of an interview with
the youth. Affective disorders without
psychosis were more common than
psychotic disorders (236 youths, or 75
percent, compared with 78 youths, or
25 percent). Among the psychotic
disorders, affective disorders with
psychosis were the most common.
Only six youths (2 percent) were de-
termined to have some form of schiz-
ophrenia.
Crimes for which the detention re-
sulted were varied. Forms of battery
were the most common (82 youths, or
26 percent), followed by parole or
probation violations (39 youths, or 12
percent). 
Identification and referral
A total of 1,885 youths were referred
for screening. Liaisons successfully
contacted parents of those youths, of
whom 1,553 (82 percent) consented
to further screening of their children
for eligibility. After screening with the
CSPI, 837 youths were found eligible
for the program. Thus approximately
54 percent of the 1,553 youths
screened positive for either psychotic
or affective symptoms of at least mod-
erate intensity. Youths who were
deemed ineligible for participation
were primarily those with disruptive
behavior problems only or mild
symptoms of depression without asso-
ciated functional impairment. Of the
eligible youths, 668 (80 percent) were
enrolled and participated in initial
service planning. Of these, 314 had
completed participation in the pro-
gram at the time of the analyses re-
ported here. Of the closed cases, 256
(82 percent) had at least one follow-
up CANS-MH assessment.   
Service linkage and use
The mean±SD time spent by the liai-
son per service episode was 19±19.7
hours. Sixty-three percent of this time
was spent in direct contact with the
youth or the youth’s family. However,
the variation across the 314 youths
was dramatic—six youths (2 percent)
received no services, and one re-
ceived 155 hours of services. The me-
dian time spent per case was 13.5
hours. On average, liaisons provided
about four home visits per case, al-
though 40 youths (13 percent) re-
ceived no home visits. Of the closed
cases, 45 (14 percent) were served for
less than one month, 47 (15 percent)
for one to two months, 47 (15 per-
cent) for three to four months, 115
(37 percent) for five or six months,
and 37 (12 percent) for more than six
months.
More than half (177 youths, or 56
percent) received individual counsel-
ing services. The number of sessions
attended during participation in the
program ranged from one to 62, with
a median of six sessions. More than
one-third (122 youths, 39 percent)
met with a psychiatrist for medication
management. A smaller proportion
received group counseling (42
youths, or 13 percent). Over the serv-
ice episode, 44 youths (14 percent)
were psychiatrically hospitalized.
Eight percent (25 youths) received
individual substance abuse counsel-
ing services, and 18 (6 percent) re-
ceived group substance abuse coun-
seling. Overall, 235 youths (75 per-
cent) were successfully linked to at
least one mental health or communi-
ty service.
Mental health outcomes
The emotional problems of youths en-
rolled in the MHJJ initiative decreased
considerably within three months of
their referral. A comparison of average
CANS-MH dimension scores at en-
rollment and at program completion is
shown in Table 1. When a youth re-
ceived more than two CANS assess-
ments, the first and last assessment
were used for these analyses.
Table 2 shows the changes in scores
for individual items on problems, risk
behaviors, and functioning from the
CANS-MH at enrollment and at pro-
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Table 1
Mean±SD scores on dimensions of the Child and Adolescent Needs and
Strengths–Mental Health Scale (CANS-MH) and subscales of the Child and Ado-
lescent Functional Assessment Scale (CAFAS) at enrollment and at the end of the
service episode
Enrollment Program completion
Measurea Mean SD Mean SD t†
CANS-MH dimension
(N=256 cases)
Problems 8.9 2.6 7.7 3.1 7.76∗∗∗
Risk behaviors 5.8 2.4 5 2.7 5.93∗∗∗
Functioning 4.2 1.6 3.6 1.7 6.65∗∗∗
Care intensity 3.7 2.2 3.7 2.2 ns
Caregiver 6 4 6.2 4.5 ns
Strengths 15.7 4.5 14.6 5.1 5.66∗∗∗
CAFAS subscales
(N=154 cases)
School or work 23 9.8 16.1 11.8 6.73∗∗∗
Home 23.4 9 19.4 9.5 2.20∗
Community 22.5 7.3 18 8.9 5.54∗∗∗
Behavior toward others 18 7.8 13.1 8.4 6.29∗∗∗
Moods or emotions 19.1 6.2 15 7.2 7.07∗∗∗
Self-harm 6.7 9.6 3.1 6.7 5.08∗∗∗
Substance use 10.2 11.7 8.5 10.8 ns
Thinking 4.7 7.7 3.5 6.7 2.25∗
Total 130.6 35.3 100.4 44.3 7.78∗∗∗
a Higher scores indicate greater difficulties and fewer strengths.
†For the CANS-MH, df=254; for the CAFAS, df=152
∗p<.05
∗∗∗p<.001
gram completion. Ratings of 2 and 3
on individual items of the CANS-MH
can be considered actionable levels of
need—an intensity that requires
some intervention. In addition to
showing improvements on the two el-
igibility items—psychosis and depres-
sion or anxiety—youths also im-
proved on other mental health needs.
Youths demonstrated less danger to
others, sexually abusive behavior, and
crime or delinquency. No declines
were noted for the other risk behav-
iors. Improvements in functioning
were observed in family, school, and
sexual development.
CAFAS scores six months after en-
rollment in MHJJ demonstrate im-
provements across nearly all dimen-
sions. The total CAFAS score de-
clined over the course of the MHJJ
initiative. Children’s functioning in
the home, in the community, and in
school was significantly improved
from baseline scores. Only the
CAFAS substance use subscale did
not show significant improvement
over time.
The reduction in problems among
youths with psychosis was nearly
twice the magnitude of that for
youths with affective disorders
(t=4.42, df=254, p=.006). Youths with
affective disorders experienced a sig-
nificantly greater improvement in
strengths at program termination
(t=2.27, df=254, p=.025). 
Forensic outcomes
Of the 314 MHJJ youths who were in-
cluded in the evaluation study, 132
(42 percent) were rearrested. This
figure is considerably lower than the
rearrest rate of 72 percent of all
youths arrested and detained that has
been reported for Illinois (26). For
youths who were provided with direct
services from the liaison for more
than one month, the rearrest rate was
only 29 percent.      
Youths who were rearrested were
compared with those who were not
on each of the CANS-MH items at
enrollment. All the items that were
statistically significant in this univari-
ate comparison were entered into a
logistic regression model predicting
rearrest. The overall model was sta-
tistically significant (χ2=38.19, df=10,
p<.001), accurately classifying 68
percent of youths. The significance
of individual CANS-MH items is
shown in Table 3. Four items stand
out as contributing uniquely to the
prediction model—runaway risk, sex-
ually abusive behavior, religious or
spiritual strengths, and talents and
interests. Runaway risk increased the
likelihood of rearrest. The presence
of sexually abusive behavior was asso-
ciated with a decreased risk. The
presence of spiritual or religious
strengths and of talents and interests
were associated with a decreased risk
of rearrest. No CAFAS scale scores
predicted rearrest.
Youths who demonstrated greater
improvements in symptoms and risk
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Table 2
Proportions of youths with ratings indicating a need for services (2 or 3) on indi-
vidual problem, risk behavior, and functioning items of the Child and Adolescent
Needs and Strengths–Mental Health Scale at enrollment and program comple-
tion (N=256 cases) 
Enrollment Program completion
Item N % N % χ2†
Problem
Psychosis 34 13.3 19 7.4 86∗∗
Attention and impulse 106 41.4 73 28.5 92.4∗∗
Depression and anxiety 227 88.6 140 54.7 28.3∗∗
Oppositional 154 60.2 118 46.1 77.4∗∗
Antisocial 98 38.3 65 25.4 56.5∗∗
Substance abuse 65 25.4 52 20.3 ns
Trauma 69 27 37 14.5 99.6∗∗
Risk behavior
Danger to self 33 12.9 27 10.5 ns
Danger to others 95 37.1 58 22.7 80.7∗∗
Runaway risk 77 30.1 65 25.4 ns
Sexually abusive behavior 14 5.5 3 1.2 92.4∗∗
Functioning
Social 64 25 42 16.4 89.3∗∗
Intellectual 13 5.1 13 5.1 ns
Medical or physical 4 1.6 5 2 ns
Family 160 62.5 124 48.5 122.9∗∗
School 161 62.9 121 47.2 61.5∗∗
Sexual development 32 12.5 13 5.1 75.6∗∗
†df=1
∗∗p<.01 
Table 3
Results of logistic regression analysis to predict rearrest by using items of the
Child and Adolescent Needs and Strengths–Mental Health Scale at program en-
rollment (N=314 youths) 
Item B SE Wald p
Oppositional behavior .262 .194 1.819 .177
Runaway risk .298 .145 4.226 .04
Sexually abusive behavior –.779 .272 8.198 .004
Caregiver involvement .033 .206 .026 .872
Caregiver knowledge .103 .200 .264 .607
Caregiver organization –.087 .244 .152 .696
Caregiver safety .231 .209 1.226 .132
Family strengths .023 .206 .013 .909
Relationship permanence .063 .160 .154 .695
Vocational strengths .167 .170 .964 .326
Spiritual or religious strengths .358 .149 5.789 .016
Talents and interests .357 .166 4.614 .032
behavior over the first three months
of the intervention were less likely to
be rearrested. Specifically, among
youths who were not rearrested, the
mean change scores on CANS-MH
items were more than twice those of
youths who were rearrested (t=3.02,
df=254, p=.003). The improvement
in risk behaviors as measured by
mean CANS-MH scores among these
youths was nearly three times that of
youths who were rearrested (t=3.26,
df=254, p=.001).
School outcomes
Sixty-three youths (20 percent) were
suspended from school during the
service episode. Predictors of suspen-
sion were a lower level of substance
abuse (t=–2.74, d=312, p=.006), great-
er consistency of symptoms over situ-
ations (t=2.19, df=312, p=.03), lower
crime or delinquency (t=–2.52, df=
312, p=.01), and fewer vocational
strengths (t=2.21, df=312, p=.02).
Discussion
The results of this study support the
hypotheses that by identifying, refer-
ring, and monitoring arrested and de-
tained youths who have either affec-
tive or psychotic disorders, positive
mental health and forensic outcomes
can be achieved. It is clear that a suf-
ficient number of youths with these
conditions could be identified in the
16 detention centers throughout Illi-
nois. Furthermore, it appears that
these youths could be successfully
linked to mental health and other
services in their community. Linking
these youths was associated with im-
proved mental health, reduced risk
behaviors, improved functioning, and
an increase in identified strengths.
Finally, these youths appeared to be
less likely to return to the juvenile jus-
tice system through arrest and deten-
tion. The greater the success of the
mental health treatment, the less like-
ly the youth was to be rearrested or
placed in detention. The overall rate
of success is comparable to that re-
ported by multisystemic treatment
(6–8). However, this comparison
should be made cautiously, given that
MHJJ and multisystemic treatment
are designed to serve different clini-
cal populations.
The fact that successful reduction
of problems and risk behaviors during
the first three months of the interven-
tion predicted whether a youth was
rearrested may shed some light on
the mechanism of the effectiveness of
this intervention. If resolving mental
health needs reduces delinquent be-
havior, then a causal link between
mental health and delinquency is sup-
ported. The success of this interven-
tion may be due to its ability to link
identified youths with effective com-
munity treatment. Thus secondary
prevention of delinquency for youths
with these psychiatric conditions
would be effective psychiatric treat-
ment. Because these youths have se-
rious mental health needs and only 39
percent were successfully linked with
a psychiatrist, one wonders whether
the results would be even better if
this linkage could be improved.
The clinical implications of this re-
search are fairly clear. Ensuring that
detained youths with mental health
needs are identified and linked to
community-based services should be a
priority. It appears that for these
youths, linkage to existing community-
based mental health services may be
sufficient. However, the characteris-
tics of youths who were rearrested
suggest opportunities for service de-
velopment. Two findings stand out.
First, the importance of parental
characteristics is clear. Second, the
role of strengths in preventing rear-
rest is provocative. The role of spiri-
tuality or religion is intriguing and of-
fers some support for faith-based ini-
tiatives. The fact that talents and in-
terests and vocational strengths at
baseline were associated with success
at preventing future arrests suggests
that expanding services to build these
strengths could be important.
Contrary to the folklore about the
lack of involvement of parents of
youths in the juvenile justice system,
most of the parents in this study con-
sented to their child’s involvement
and participated in the service plan-
ning process. However, caregivers’
needs and strengths did not improve
over the course of the intervention,
probably because the intervention is
youth focused. Most of the efforts
have been to ensure that the youth
becomes engaged in services. Less at-
tention was paid to family issues, par-
ticularly at the outset of service deliv-
ery. It may be that expanding the pro-
gram to include more of a family fo-
cus might be indicated (27). It also
may be that the needs of caregivers
are often not identified at the initia-
tion of services. Parents struggling
with their child’s problems may be
less open to discussing their own dif-
ficulties. Perhaps as the liaisons be-
come more involved with these fami-
lies the needs of the caregivers be-
come more apparent.
This study had a number of limita-
tions. First, all the data came from the
service providers. No direct assess-
ments of the youths or their families
were undertaken. However, the
CANS-MH is audited annually at
each site, which ensures the reliabili-
ty with which it is completed. Second,
follow-up was only for the duration of
the intervention. We do not know
whether the impact of the interven-
tion lasts beyond the involvement of
the liaison with the youth and his or
her family. Third, no comparison or
control group was available to assess
whether the observed outcomes were
attributable to the intervention or to
other factors operating in these
youths’ lives. However, the observed
rearrest rate for MHJJ youths is sub-
stantially below the statewide rate of
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72 percent of youths arrested and
placed in detention; the rearrest rate
for successfully linked MHJJ youths
was even lower. Regardless, confir-
mation of the effectiveness of this in-
tervention would require a carefully
controlled randomized clinical trial.
Finally, there have been notable dif-
ferences in the speed and success of
implementation of the intervention in
different settings. Building on the
work on organizational aspects of
service delivery (28,29), we plan to
explore site differences.
Conclusions
The initial findings from the Illinois
Mental Health Juvenile Justice initia-
tive suggest that the four evaluation
questions outlined above can all be
answered in the affirmative. Youths
with affective and psychotic disorders
can be identified while in detention.
These youths can be linked to com-
munity-based mental health services.
This linkage is associated with im-
provements in mental health. Im-
proved mental health is associated
with reduced likelihood of rearrest.
With a relatively inexpensive inter-
vention that capitalizes on existing
community-based services, youths in
the juvenile justice system who have
specific mental health needs can be
served effectively. ♦
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